Adjuvant psychological therapy can help cancer patients in 2 main ways. It has, first, a well-documented capacity to alleviate distress and thus improve quality of life. However, if this kind of assistance is to be made available to the majority of cancer patients, a number of problems need to be solved: administrators need to become aware of the evidence for efficacy of psychosocial care for cancer patients; the treatment needs to be advocated in a manner that would benefit patients rather than being left to the patient to request it; and, for reasons of economy, large, classroom-style, psychoeducational classes may need to be offered in place of small support groups. Furthermore, to allow for individual differences in preferences and abilities, a variety of modes of help should ideally be made available. The author discusses how the provision of coping strategies can be organized in a progressive way to encourage development of greater coping skills. An example of such a stepwise program is given, all aspects of which have been researched and made available in manuals over some 20 years. The possibility of prolonging life with this kind of therapy is still controversial. While randomized controlled trials have become the method of choice to investigate this question, reasons are given for strongly preferring more exploratory modes of research at the present early stage of knowledge. The central task is seen as understanding the states of mind that promote healing or longer life, something that cross-sectional, psychometric research has not been able to accomplish. As an alternative, prospective, longitudinal designs are needed, with detailed interview-style analyses of patients' mental attributes. An example is given of one such study. Furthermore, it is suggested that we consider much more intensive therapies of this kind, since the impact of mind on body will logically be related to the extent of psychological change experienced.
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Psychological therapy for cancer patients has the potential to help them in 2 main ways. The first is relatively obvious and no longer questioned: it can improve quality of life, usually through relief of emotional distress. The second is controversial at present: possible slowing of progression of disease in some cases. The purpose of this article is to discuss how these potentials may be realized. For the first, because efficacy is not in doubt, I want to offer some ideas on how the therapy needs to be presented if it is to be integrated into routine care, in order to reach a majority of cancer patients.
For the second, the discussion will focus on research issues: how to gain information about this most intriguing possibility and how to increase the likelihood that psychological therapy may prolong life for at least some patients.
Adjuvant Psychological Therapy to Improve Quality of Life

Indications
The term &dquo;adjuvant&dquo; is adopted from Greer et al. ' ; it emphasizes that psychological help can be considered a regular adjunct to medical care in the same way as, for example, adjuvant chemotherapy. &dquo;Psychological therapy&dquo; is preferred to &dquo;psychotherapy,&dquo; since the latter has a more restricted meaning, and I intend here to include any kind of treatment that acts through the mind of the patient, including emotional support, teaching coping strategies, fostering stronger spiritual connection, and psychotherapy proper that aims at fundamental change through exploration of defenses and retrieval of unconscious affect and ideas.
While psychoactive medication and traditional modes of therapy (usually individual counseling) are needed for some psychiatrically impaired patients, the great majority of people with cancer are psychologically &dquo;normal&dquo; but suffer from a severe stressor, the threat that their lives may end prematurely. Adjuvant psychological therapy (APT) tends, at present, to be supplied only to individuals who are obviously distressed, or to those who specifically request it. I have argued elsewhere' that a more appropriate criterion would be the one generally used in medicine: APT would be advocated when it appears likely, to the attending professional, that such an intervention would benefit the patient. Instead utoronto.ca. are &dquo;coping well&dquo; or have &dquo;adequate resources,&dquo; the question would become: &dquo;Could this patient be helped (to cope even better) with some form of psychological therapy?&dquo; In practice, adopting such a philosophy would probably mean that most individuals would receive this kind of help as a routine part of their treatment.
If the value of psychological help is accepted, the logical next questions concern the kind of help and how best to provide it. As will be seen, economics constrain the choices.
Efficacy
There is abundant evidence that brief psychological interventions can diminish distress (improve quality of life) for most cancer patients.3-9 Thus, the fact that such interventions are not routinely offered to most patients in many settings indicates that their effects on quality of life are not yet valued by policy makers. Because most patients do not seek psychosocial care of their own volition, and may even view it unfavorably at first, &dquo;' it needs to evolve from being an optional extra to becoming an integral part of the management of cancer. In practical terms, this means that unequivocal advocacy by physicians is needed. Stronger evidence for effects on length of life (discussed below) seems more likely to persuade physicians of the value of psychological help than further data on quality of life.
The predominant form of help offered to cancer patients, in either health care facilities or community centers, is group support-discussing problems and expression of emotion.&dquo; Useful though this is, there is evidence that people benefit more if coping skills are taught in addition to providing them with emotional support. 3 10 121', Thus, logic would suggest that this kind of psychoeducation be adopted in addition to support. As with making use of psychosocial interventions in the first place, the learning of new skills may meet resistance, since it requires more effort, on the part of both the group leaders and the patients themselves. Again, however, a principle guiding general medical treatment seems to apply; that efficacy, rather than ease of application, should be the main determinant of treatment choice.
Economy
If APT were to be supplied to all patients likely to benefit from it, it would involve thousands of individuals per year in any large cancer center. Thus, group therapies are much more feasible than individual counseling, and present indications are that they provide a more effective format, although evidence is sparse.II>-18
The great advantage of a group setting is that people with similar problems can support, inform, and inspire one another.
A moment's reflection, however, shows that the problem of reaching large numbers is unlikely to be solved by reliance on the traditional small-group format. In a setting treating 10,000 new patients per year, if one half were referred to an APT involving, say, 8 weekly sessions with groups of 10 patients, 500 such groups per year would be needed. Assuming each had a single professional leader, and that each leader conducted 10 groups per year, a staff of 50 would be required. Parallel groups for family members could double this number. It is not inconceivable that this could be done, but until the psychosocial dimension of care becomes much more highly valued than it is at present, sufficient counseling staff to treat patients in small groups are unlikely to be hired.
One solution is to use large, classroom-style formats in which an almost unlimited number of people can be exposed to some discussion of the problems of being, or supporting, a cancer patient, and where selfregulation strategies such as relaxation or mental imaging can be taught and practiced. With a psychoeducational approach in a classroom or auditorium, a single therapist/teacher can readily minister to 100 or more patients at a time. The disadvantage is that, with such numbers, few of those participating get a chance to express their feelings. To offset this, the classroom setting allows some people, who might not come to a small group, to preserve their anonymity while learning useful skills. We have used such a format for many years and have found, in nonrandomized comparisons, that the relief of dysphoric mood from 4 classroom sessions compares well with that obtained in 6 to 7 sessions in small groups.&dquo;' The Internet offers another possible way of reaching large numbers cheaply (through public chat groups or videoconferencing). Telephone counseling can be used to contact patients in distant locations, although even conference calling would likely involve only a few people at any one time. All of these modes need much more research.
Accessibility
Time is short and levels of stress are high for many cancer patients; it is extremely frustrating and potentially damaging to those wishing to attend an APT to be put on a waiting list for months. Thus, it becomes important to design a program in which new classes or groups begin frequently and regularly. This in turn means that interventions need to be brief, something that economics also dictates. Long-term therapies are unlikely to be made available to more than a tiny proportion of patients.
To increase the accessibility of APT to patients, ATP needs to be presented in a nonthreatening way (e.g., &dquo;stress management&dquo; rather than &dquo;group therapy&dquo;).
The learning of coping skills can be assisted by providing audiotapes or other technical aids and by fostering a group culture in which home practice is the norm. Methods used to promote adherence in behavioral medicine generally can be applied in this specific field; for example, we have found that motivation is improved and efficacy increased when patients write about their self-help practices at home and receive feedback on this work. To assume that because people are seriously ill or have distressing symptoms they should not be expected to help themselves is to disempower them.
Helping Patients Make the Most of Their Abilities
The process of assisting psychologically normal people to help themselves cope with a serious stressor such as cancer differs from psychotherapy for the psychologically impaired. The assumption here is that the individual has freedom to choose strategies and to act toward adapting more effectively. The therapist's task becomes mainly to educate and motivate. A variety of techniques needs to be offered to match the interests and abilities of different people. In the absence of empirical data on the relative value of different techniques, the array offered will depend on the expertise and interest of the therapists and might include supportive discussion and ventilation as a basic or &dquo;bedrock&dquo; technique; relaxation training; meditation ; thought monitoring and changing (i.e., cognitive behavioral methods); goal definition; mental imaging and drawing; consulting an &dquo;inner healer&dquo;; journaling, writing, and presenting a life story; reading and discussing a variety of spiritual traditions; working on blocks to spiritual connection, such as judgment, resentment, and guilt; prayer; and body awareness techniques such as yoga, tai chi, and qi gong. All of these techniques have the potential to help patients; we have used most of them for years ourselves, as have many other therapists, but few if any form part of regular conventional care of most cancer patients. The lack of interest in and research support for these adjunctive mind-body methods in the treatment of serious chronic physical illness will come to be seen, I believe, as a serious failure in modern medicine.
In addition to providing a variety of approaches, there is a second and very important principle to be observed in designing a program of this kind for cancer patients. The self-help methods taught need to be organized in a way that promotes progressive development of the individual toward greater understanding and control, that is, from simpler to more sophisticated modes. Furthermore, because of the very obvious and large differences in the interests and ability of Table 1 .
Main Elements of the &dquo;Healing Journey&dquo; Program participants, it is extremely helpful, to both patients and staff, to organize the teaching in &dquo;steps&dquo; or modules. This allows participants to choose how much of the program they wish to attend, and to then leave the program without the awkwardness that accompanies dropping out in the middle of a course. Table 1 shows one arrangement that we have used for many years;
after an introductory course of 4 weekly sessions, there are longer (8-session) courses leading to greater selfawareness (level II), to involvement in spiritual aspects of healing (level III), and to longer-term (up to 1 year) therapy or to unstructured follow-up meetings for graduates. The numbers decrease, quite sharply, as this path is ascended (about half leave between levels I and II, and again between II and III). While this way of organizing therapy has not yet been widely used in psycho-oncology, &dquo;stepped&dquo; therapy is offered in other contexts such as addiction treatment. 20 21 Figure 1 illustrates the arrangement of different self-control and self-awareness strategies as a pyramid, a figure chosen to represent the declining number of patients interested as a therapy becomes more demanding. Each level includes those below it, and as one ascends the hierarchy, more active participation is required by the patient. The evolutionary process of ascending this pyramid starts with support at the base and progresses through training in active coping strategies. Some are relatively simple, such as relaxation, thought management, and using mental imaging for healing. Others are more advanced or demanding (regular psychological reflection, keeping a psychological journal, consulting sources of inner or intuitive wisdom with techniques such as the &dquo;inner healer,&dquo; practicing &dquo;forgiveness,&dquo; meditation, and other aspects of the spiritual search). &dquo;Psychotherapy proper&dquo; involves a further order of personal difficulty when conscientiously pursued, namely, confronting and changing one's habitual patterns of thought and behavior. Dedicated spiritual practice, such as meditation for relatively long periods (hours) each day, may also belong in this category of difficulty. And finally, at the top of the hierarchy, we place an integrated use of psychotherapeutic and traditional spiritual techniques. As the pyramid is ascended, the aim of the work may gradually shift from better coping and quality of life to slowing progression of disease (or diminishing likelihood of recurrence). The ultimate outcome can be a transformation of sense of self and relationship to the world, with a greater acceptance of one's mortality combined with a hope that disease progression will be delayed or arrested in order to allow the pursuit of a newly defined sense of purpose in life (generally centered on helping others). More detailed descriptions of this process were given by Cunningham and Edmonds.&dquo;' The elements of therapy can be organized in different ways; for example, meditative techniques may be given prominence from the start.&dquo; However, it is to the advantage of patients if programs are structured so that they move from the bottom of the pyramid toward the top, that is, from easier to more demanding techniques. There is also obviously a great deal of variation in the amount of assistance that different individuals require to move up this path, and many, given the present general lack of understanding of mind-body techniques, have difficulty making much progress. The fact that few people currently make full use of sophisticated programs should not be taken to mean that it is not worth offering them; rather, it indicates that individuals need to be supported and helped in any way that allows them to benefit as much as is possible for them. For example, immersion courses lasting weeks or even months could be instituted at retreat centers for those whose lives were under serious threat. This sounds foreign in the context of cancer: it is relatively routine for the treatment of addictions, however.
Outstanding Organizational, Clinical and Research Issues
The evolution of APT to enhance quality of life depends on coordinated clinical and research efforts. Some of the areas needing study have been suggested already.
To summarize, I view the most immediate issues as follows:
We need to determine why most patients do not use these modes and why most professionals do not advocate them strongly (this requires detailed, interviewstyle analysis, not superficial surveys). Studies are needed on the efficacy, cost, and effectiveness in practice of various therapies. We need to know what kind of therapy helps which patients, and in what ways. The relative efficacy of classroom-style teaching versus more traditional small-group modes and individual therapy needs further exploration. We need data on the effects of meditation training for cancer patients and at what stage of a program it is best applied. Similar questions apply to spiritual instruction generally. Studies are also needed on the long-term effects of the various modes, in particular, the extent to which patients continue to use coping strategies.
Standards need to be set and technicalities discussed for all APT modes. A good start has been made for supportive-expressive therapy by the Spiegel group.&dquo;' Adjuvant Psychological Therapy to Prolong Life or Prevent
Recurrence of Cancer
Can psychological interventions prolong life? This possibility, in one form or another, has been widely aired in the popular press, although professionals tend to be skeptical. Quite apart from its great theoretical interest and potential practical significance, the question is important because a clear positive answer would influence medical professionals to take APT much more seriously.
Limitations of Clinical Trials
There is a temptation to treat psychological therapy like a drug, and to believe that the appropriate research strategy is to test its efficacy by means of clinical trials. There are, at present, 10 published studies, most of them randomized controlled trials (RCTs), of the impact of various psychological interventions on the life span of cancer patients. Five reported positive results24-28 (i.e., the therapy prolonged life, usually to a small extent), and 6 failed to show an effect.'&dquo; The largest of the negative studies&dquo; was a replication of the initial Spiegel study, but with 235 women with metastatic breast cancer. No effect on life span was found with a year of supportive-expressive therapy. More such studies are in progress, but it seems unlikely that a consensus will soon be reached with this design. Furthermore, the existing trial results give us no guide as to what therapies might be most helpful, or for which individuals, since the interventions tested varied so widely: they included a year of supportive-expressive therapy,2' 6 weeks of basic training in problem solo ing, 21 training in self-hypnosis,27 education to increase compliance with medication '15 and in-hospital counseling preoperatively and postoperatively.28 The conflicting results leave no sense of certainty about the possibility that APT can affect life span and are unlikely to have much influence on the general practice of oncology. Pincus 1,  provided an excellent, practical discussion of the limitations of RCTs and has outlined alternatives. Randomized trials are concerned with a group of subjects as a whole, not with the individual, and ask a simple question: &dquo;Is the mean/median survival of the intervention group greater than that of the controls?&dquo;
They are used to test efficacy of a treatment at a late stage of investigation, following much preliminary research on the properties of the treatment. The application of this specialized design to questions of healing the body through mental change obscures the enormous variability between patients in their psychological characteristics, particularly in their adherence to treatment. Thus, if a minority of patients receiving an APT were keenly involved in or strongly adherent to the intervention, and the majority were not, any impact on life span might be lost in a comparison of the means of test and control subjects. RCTs are also not designed to explore what state of mind promotes longevity. &dquo;Secondary analyses&dquo; are possible (relating concurrent psychological measures to survival) but have not provided useful information in the 10 trials published to date.
The Value of Correlative Studies
Understanding of what might be called &dquo;healing through the mind&dquo; is at a very early stage. We need exploratory research and protocols flexible enough to allow us to identify associations between mental factors and physical outcomes that were unanticipated in the planning phases. Clinical trials are designed only to verify, not to discover new relationships. To take account of individual variability, a correlative design is needed, in this instance, relating outcome (e.g., life extension) to psychological adaptation within each individual subject. This point has been made by many workers in general psychotherapy outcome research. [16] [17] [18] [19] Elsewhere, I contrasted the negative results our group obtained using a randomized trial testing the impact of psychological therapy on life span33 with the highly significant relationship we found between psychological attributes and survival in a separate, small, correlative study.4&dquo; This latter study used qualitative analysis to define patients' psychology and was prospective and longitudinal, allowing us to track the changing behavioral repertoire used by patients as they fought for survival.4142 Such observational approaches are the way knowledge is usually acquired, both in clinical learning and in real life, with the difference that in research, systematic recording and control for possible confounding variables is undertaken. Using a qualitative analysis, the observer is able to define relatively complex meaning structures as the work unfolds; in our case, &dquo;involvement in self-help,&dquo; a composite measure of dedication, application to selfhelp, and expectancy, was shown to be a strong predictor of survival.
Why then have many decades of correlative studies attempting to relate personality variables to onset or progression of cancer 41 failed to reach a consensus? Part of the problem is that the psychometric tests that have been almost universally employed, while undoubtedly convenient, do not provide reliable or in-depth understanding of the mental processes of individual subjects. Responses to self-report questionnaires can be superficial and affected by issues of social desirability or by unconscious defenses. The positive correlation seen between fighting spirit and survival by Greer and colleagues was derived by a combination of psychometric testing and interviewing, whereas a much larger study by Watson et a1.,44 relying entirely on a superficial psychometric test for fighting spirit, failed to show such a relationship. In our own small, correlative study, cited above, scores on 4 standard psychometric tests did not show a significant relationship to survival, whereas qualitatively derived psychological attributes were strongly related.
An even more important limitation of the usual design for testing a &dquo;personality-cancer&dquo; link may be that conditions have not been set up to detect change; the studies have almost all been cross-sectional and have almost never used patients receiving an intervention. It is crucial to look for psychological change rather than at static qualities. This point seems sufficiently important, both for therapy and research, to require a separate section.
The Need for Change to Promote Longer Survival It is part of the accepted lore of research into the cellular biology of cancer that a tumor, by the time of its detection, has typically been growing for months or even years in its host. During this time, the evolving population of neoplastic cells has had ample opportunity to adapt to the prevailing micro-environment. Thus, the cells will continue to proliferate unless conditions change. If this happens, if a physical condition/disease is to be ameliorated by the mind, it follows logically that there must first be some change in the existing patterns of psychological functioning. Such changes will then induce corresponding shifts in neurological and endocrine function, which act ultimately on regulators (such as the immune system, cytokines, and growth factors) in and around diseased tissue. To promote alterations in patterns of behavior, affect, and cognition, we need therapies capable of inducing such change-hence, the emphasis on a stepwise progression toward more potent modes in Figure  1 . And to detect change, we need longitudinal studies, a point that seems to have been largely overlooked in the personality/cancer literature.
Understanding States of Mind That Relate to Living Longer
The first need, then, is not for more RCTs but for a better understanding of the states of mind that precede and accompany different physical outcomes. While some understanding of this relationship might be gained by population studies, much better definition of the relevant psychological qualities can be achieved by idiographic, case-by-case documentation of patients' behaviors, affect, and cognition. Psychometric tests may prove useful in this endeavor, although historically they have not done so. An alternative is to use qualitative analyses of verbal data obtained from patients' statements (or written homework) and/or therapists' observations (observer rating). Analyses of patients' psychology should be prospective; that is, they should precede knowledge of the physical endpoint (which might be recurrence of disease, in a patient with primary cancer, or death if the cancer was advanced). The characterization needs to extend over time (months) to allow recognition of change. It should be noted that all patients in such a study contribute to the growing knowledge base; whether or not they live longer than expected, the contrast will be informative. Also, to take account of differing seriousness of disease and to identify the degree of physical benefit subjects have attained (e.g., extent to which they outlive prognoses), we need the best possible indication of the expected outcome for each person against which the observed outcome can be compared. For survival, this might be done using a large historical database containing information on subjects matched to those in the study, or better, predictions from an expert panel who could take into account the unique features of each patient. Studies such as this will necessarily be small because of the work involved in the psychological characterization, but if they are undertaken by a number of research groups, a picture of properties favoring longevity should emerge fairly quickly.
Optimizing Therapy Understanding the qualities that accompany living longer will allow us to craft better therapies. It will no doubt be found that different people benefit most from different kinds and amounts of help, and we will therefore need to devise research strategies that test, not a single favored therapy, but programs that are flexible enough to be adapted to these varying needs. The principle of supplying a graded series of therapeutic and educational interventions will likely be relevant for most. An understanding of the mental correlates of physical healing will allow us to assess the impact of therapies on individuals and to use mental status as a covariate in eventual randomized trials of these interventions.
Clinically, we must seek APTs best suited to producing relevant changes in psychological adaptation. It would appear, a priori, that purely supportive therapies are less likely to change the subject than those offering training in coping strategies in addition to support, and that these in turn are likely to be less effective than interventions aimed at more profound personal development in psychological and spiritual domains. This reasoning underlies the hierarchical progression of APTs in Figure 1 . All such predictions stand open to refutation by experiment, however. While we might expect that the more intense the therapy the greater the potential to prolong life, we will need to take careful note of patient traits that allow or prevent expression of such benefits. In-depth psychotherapies, spiritual practices, and integrated psychospiritual approaches need to be investigated. Many variants of these types of APT exist, of course. The more comprehensive therapies are likely to include an explicit spiritual (not religious) component. A stepwise program format not only allows interested people to progress to more intensive modalities but also provides, for research purposes, a grading of the degree of dedication demonstrated by each subject.
Psychological therapies with the explicit aim of prolonging life must, of course, be presented responsibly and sensitively to patients. The first thing to be acknowledged is that there are no guarantees of effects on disease progression. Second, there is no reason for self-reproach if the cancer does not appear to respond to self-help efforts: all cancers are unique, and many are sufficiently aggressive that they will not respond to any intervention, medical or psychological. We use the metaphor of a balance beam to illustrate this point, with a &dquo;weight&dquo; corresponding to the cancer on one side and &dquo;the body's own defenses&dquo; and &dquo;medical treatment&dquo; on the other side, to which one can add a further weight, one's personal efforts, to try to tip the balance. Third, some patients will deduce that if it is said their minds can affect cancer progression, logically their premorbid mental state must have encouraged development of the disease. This is best handled, in our experience, by acknowledging that some such influences are conceivable, although evidence is lacking, but that no blame is implied if it happened outside of awareness. Then, we advocate focusing on the present situation and on the potential of mind to change the internal environment in a useful way. This philosophy, overall, is described as &dquo;false hope&dquo; by those who do not consider it possible that mind can affect a disease such as cancer. We feel, by contrast, that this objection is a disempowering &dquo;false pessimism,&dquo; and that the only reasonable attitude at present is open-mindedness to the possibility of some mindmediated healing. At the very least, quality of life can be enhanced.
Finally, it needs to be said that we have barely scratched the surface of possible therapies to be used as APTs in the treatment of cancer patients. Assuming that the degree and duration of the change in the milieu interieur is likely to be related to change in the regulation of cancer growth, we should rationally aim at helping people achieve mental change that lasts throughout the week (rather than mainly during the therapy period). Various models are conceivable. Such a program may sound expensive but would cost less than a much shorter time spent in the hospital.
Elsewhere, I discussed in detail some of the clinical and research requirements if we wish to study healing through the mind.40 As many writers have noted, paying serious attention to this potential in patients would mark something of a revolution in the current philosophy of medicine. Within psycho-oncology and health psychology generally, this would entail exploring new and more comprehensive psychological therapies, using research designs that are not highly regarded at present. The release of significant funds for this purpose obviously depends on support from the clinical and research community.
